jejunal ulcer exhibited were due' partly to a continuance of septic infection from ulcers, and partly to the anastomosis being made near the pylorus, not at the lowest point of the stomach. I have followed Petersen's method described at the Paris International Medical Congress in 1900. The jejunum is stitched to the back wall of the stomach, so that it continues in a direct line the horizontal course of the duodenum for 2 in. beyond the anastomosis towards the left. There is then no possibility of a kink.
I have always used fine silk for both rows, and have not cut away mucous membrane. It is important that the margin of the mesocolon should be stitched to the stomach wall, and not to the line of the anastomosis, nor to the jejunum. In the only case I can recall in which I had again to. operate, the edge of the hole in the m6socolon had been fixed to the jejunum, which had then been drawn up into the lesser peritoneal sac so as to form a V-shaped kink. An accident which happened in the case of several weakly patients was the bursting open of the abdominal wall about the tenth day. Instead of inserting the ordinary deep interrupted sutures which have to be drawn tight if the wall is tense, a double loop is made, the two ends are brought out to one side and tied over pieces of rubber tubing. These sutures can be left in for a month or so, and the patients can meanwhile get about.
Dr. ARTHUR F. HURST.
My remarks are made from the physician's point of view, with special reference to prophylaxis. I find myself in agreement with much that has been said this afternoon, but unlike the last speaker, I believe that duodenal ulcer can be diagnosed with a considerable degree of certainty, and that mistakes are very much less commonly made than in the diagnosis of any other abdominal condition. Not only is the clinical history very characteristic, but when doubt exists as to the diagnosis between duodenal and prepyloric ulcer an X-ray examination will settle the question without difficulty. It is somewhat astonishing to be told that the hyperacidity which is so constantly observed in cases of ulcer is due to organic acids produced by fermentation, and not to hydrochloric acid. Surely the least experienced analyst would be able to distinguish between these causes of acidity, and moreover it is easy to prove that gastric fermentation never occurs to an appreciable extent in the absence of pyloric obstruction. I was sorry to hear Mr. Spencer suggest that the tlcer should be excised in cases of hour-glass-stomach. This must often be extremely difficult, owing to the large size of the ulcer and the frequency with which it has penetrated into neighbouring organs. On the other hand, the operation of gastro-gastrostomy is comparatively easy, and the results are in my experience uniformly good. I feel much less anxious about the future of a patient upon whom this operation has been performed than about one upon whom gastro-enterostomy has been performed, as there is no danger of any secondary ill-results occurring. I had thought that all surgeons agreed that gastro-enterostomy should never be performed in the absence of gross structural disease of the stomach or duodenum. I was surprised to find that Mr. Spencer took the opposite view. Some of the worst results I have seen following gastro-enterostomy have, been in patients for whom the operation was done under these conditions, and the only cases in which I have had to recommend that the anastomosis should be disconnected have been of this nature. Lastly, the dogmatic statement made by Mr. Spencer in a recent review on gastric surgery in Medical Science that " everybody now agrees that the only treatment for duodenal ulcer is gastroenterostomy" requires emphatic contradiction. The vast majority of cases can be cured by adequate medical treatment, particularly if some method of complete neutralization all day and all night like that. advocated by Sippey is used. I believe that the necessity for operative treatment of duodenal ulcer will steadily become more rare as the diagnosis is made at an earlier stage, and this treatment becomes more widely adopted. I quite agree with the speakers who emphasized the importance of studying the original cause of gastric and duodenal ulcer. It is through ignorance on this question that the relapses after medical treatment ,and many of the unsuccessful results of gastro-enterostomy are due, but I believe that we are already in possession of sufficient knowledge in this direction to be of material help. It is easy enough to cause an ulcer to heal by medical treatment, but if the patient returns to the conditions under which it originally formed, a relapse is almost certain to occur. In the same way if a patient on whom a gastro-enterostomy has been performed is given no instructions as to the precautions he must take in order to remain well, the ulcer may return or a jejunal ulcer may form. I believe that the essential predisposing cause of gastric and duodenal ulcer is inherited, and that certain individuals are born with stomachs, the motor and secretory activity of which is such that they are likely to develop either gastric or duodenal ulcers according to the type of their stomach, under conditions which, in the majority of individuals, would lead to nothing more than ordinary indigestion.
The evidence in the case of gastric ulcer is at present less definite than in that of duodenal ulcer, so I will speak first about the latter. If a large number of normal individuals be examined with the X-rays it will be found that a certain proportion of them have stomachs which are hypertonic; the greater curvature does not reach the umbilicus in the erect position, and they empty themselves abnormally quickly. At the same time they may secrete a juice containing more than the average quantity of hydrochloric acid, and the secretion often continues after the stomach is empty. As a result of all this the first part of the duodenum is bathed with exceptionally acid material for an exceptionally large proportion of the twenty-four hours. If such an individual develops a source of infection such as septic teeth or chronic appendicitis, or if he bolts his food, has meals at irregular hours, eats indigestible food, if he indulges in alcohol between meals, or smokes excessively, a duodenal ulcer is likely to develop. A hypotonic stomach, which empties slowly and also secretes an excessive quantity of very acid juice, probably predisposes to the development of a gastric ulcer which will form under the same conditions. These types of stomach appear to run in families, and consequently it is not uncommon to find brothers and sisters with either duodenal or gastric ulcers, or with slighter symptoms due to the presence of a pre-ulcerative condition, but I have never seen a duodenal ulcer in one member of a family and a gastric ulcer in another.
After the ulcer has healed the patient still possesses a stomach which predisposes to the formation of an ulcer. It is therefore of the greatest importance that all the exciting causes I have mentioned should be removed, and neither medical nor surgical treatment can be regarded as adequate unless all sources of infection are eradicated, and the patient is given, on the cessation of active treatment, printed instructions as to how to avoid a recurrence of symptoms. If in spite of these a recurrence develops, it is either the patient's own fault for not following the instructions, or it is our fault for giving instructions which are not sufficiently explicit, but as a matter of fact the former is almost always found to be the case. The following is a copy of the instruction I now give to patients at the end of their course of treatment, and I would suggest to surgeons that they might give similar instructions after operation.
Diet to avoid Recurrence of Symptomns.-Avoid alcohol in every form, except, later on, a little light wine or diluted whisky at meals. Avoid effervescing drinks. Avoid all pips and skins of fruit (whether raw, cooked or in jam, and currants, raisins and lemon peel in cake), nuts and all unripe fruit; for example an orange may be sucked but not eaten, and currants, raisins and figs are particularly undesirable. Avoid all raw vegetables, whether taken alone (celery, water-cress) or in salads or pickles; green vegetables are best taken after being passed through a sieve and mixed with butter in the form of a puree; porridge is only allowed if made with the finest oatmeal. Avoid vinegar, lemon-juice, sour fruit, soured milk. Avoid pepper, mustard, curry, chutney, excess of salt. Avoid tough meat, salted fish or meat, pork, twice cooked meat. Avoid cheese, except cream cheese; new bread. Avoid clear and thick meat soups.
Have some food in the middle of the morning and on going to bed (for duodenal, but not gastric, ulcer).
Eat slowly and chew very thoroughly. Do not smoke excessively. If you have the slightest return of symptoms go to bed on a milk diet and alkalies, seek medical advice and do not wait for the symptoms to become severe.
In addition to these general instructions, alkalies should be ordered; but I agree with Dr. Hutchison that sodium bicarbonate is quite the most unsuitable one to' give, as although it neutralizes an equivalent quantity of acid it is the strongest of all stimulants to gastric secretion.
If all cases of dyspepsia are thoroughly investigated I believe that it would be possible to institute a real prophylaxis of gastric and duodenal ulcer, as the types of stomach predisposing to these conditions are easily recognizable. Apart from this, early diagnosis and thorough treatment by the complete neutralization method, followed by continued prophylaxis, would make the necessity of operating for ulcer very rare. Lastly, if a jejunal ulcer develops in spite of all precautions the same medical treatment generally meets with complete success.
Mr. CHARLES RYALL.
The operation of gastro-enterostomy is founded on sound scientific lines, and is as free from immediate risks as any simple abdominal operation, and disappointing after-results are, in carefully selected cases, just as rare as in other abdominal operations. That gastro-enterostomy cures duodenal and pyloric ulcers, and does so rapidly, is beyond argument. I have seen large inflammatory masses surrounding ulceration disappear, as well as the ulcer, in the course of two or three
